sive nodular lesions with central crusted ulceration, with a raised and well-defined border. On videodermoscopy, we observed erythematous gummy lesions, yellowish scabs, and white star, dotted, hairpin, and glomerular patterns of vessels.
curring predominantly in Mexico, Central and South America, the Mediterranean area, Asia, and Africa [1, 3] . The most commonly affected areas are the exposed parts of the body, and the initial lesion is an erythematous infiltrated papule or nodule and later on develops a central ulcer and crusting [1] .
Dermoscopy is a noninvasive diagnostic technique that facilitates the in vivo observation of the skin. It can be used for diagnoses of various skin diseases, especially pigmented and nonpigmented tumors as well as inflammatory, parasitic, and infectious diseases [1, 5] .
CL features are generalized erythema (most common), yellow tears, hyperkeratosis, central erosion, ulceration, a white starburst-like pattern, and other types of vascular structures [1, 5, 6] .
Case Report
We present the case of a 28-year-old male with a 6-month history of an asymptomatic erythematous plaque on his scalp, with slow and progressive nodules with central ulceration and yellowish crusting, with raised and well-defined borders (Fig. 1a) . Videodermoscopy showed erythema and a yellowish crust surrounded by polymorphous vessels (Fig. 2 ). Amastigotes were observed on Giemsa stain (impronta), and a histopathological study showed hyperkeratosis, ulceration with fibrin and cellular debris, irregular acanthosis, areas of spongiosis and exocytosis of lymphocytes, histiocytes, and some polymorphonuclear cells. In the superficial, middle, and deep dermis, a dense inflammatory infiltrate of lymphocytes, polymorphonuclear foci, and histiocytes was observed, some of them with numerous inclusion bodies, these structures are also extracellular. Dilation and congestion of blood vessels and countless leishmania bodies were observed (Fig. 3) . Initial treatment included intralesional meglumine antimoniate, 3 times (every 3 weeks) and, later on, oral itraconazole 200 mg daily during 2 months with a good response (Fig. 1b) .
Discussion
CL is an infectious diseases caused by flagellate protozoa of the genus Leishmania. It is mainly caused by L. major, L. infantum, L. tropica, L. aethiopica, and L. donovani infantum; however, in the new world, the species responsible for CL are usually L. mexicana and L. brasiliensis [1, 2] .
The clinical diagnosis is confirmed with a simple test finding the microscopic amastigotes in Giemsa-stained smears obtained from the infected skin, lymph node, bone 104 marrow, spleen, or spinal-fluid as well as by the growth of promastigotes in Novy-MacNeal-Nicolle medium in up to 40% of cases. Another diagnostic test is the demonstration of leishmanial DNA by PCR [3] . Histopathological findings are consistent with a tuberculoid granuloma with lymphocytes, histiocytes, plasma and epithelioid cells [2] . Dermoscopy may reduce the need for more invasive and expensive diagnostic tests for CL [1, 5] .
In a study conducted in Iran by Taheri et al. [1] , the most common dermoscopic finding of CL was generalized erythema, followed by a white starburst-like pattern (parakeratotic hyperkeratosis located around the lesions), central ulcers, yellowish hues and yellow teardrop-like structure, and hyperkeratosis. The most common vascular feature was dotted, followed by hairpin-like, linear irregular, comma-shaped and glomerular-like pattern of vessels with arborizing telangiectasia, and corkscrew vessels [1] .
In Turkey, Ayhan et al. [5] found that the vascular structures observed on dermoscopy were most commonly polymorphic vessels, followed by hairpin-like and arborizing vessels. The most common nonvascular structure was erythema, followed by crusting, erosion/ulceration, and teardrop-like structures. They concluded that teardrop-like structures may be specific to leishmaniasis localized on the face and neck [5] .
In our case, we observed similar clinical and dermoscopic features on the scalp, where the characteristic lesions had a yellowish crust surrounded by polymorphous vessels; we did not observe the typical teardrop-like structures and white star pattern.
Our findings probably differ from those described in the literature because our study included only patients with leishmaniasis on the face, neck, and extremities, and none with lesions on the scalp.
The clinical differential diagnosis of this scalp localization of CL is kerion celsi. Clinical features of kerion celsi range from mild scaling with little hair loss to large inflammatory and pustular plaques with extensive alopecia. In our case, we found nodules with central ulceration and yellowish crusting, with raised and well-defined borders, without alopecia [7] . In addition, the most common dermoscopic findings of kerion celsi are perifollicular scaling and broken hairs. These differ from the dermoscopic findings of CL [8] .
Treatment of CL includes topical agents (cryotherapy, sublesional application of the 5-valent antimonial preparation meglumine antimoniate [Glucantim, amp. 5 mL], ointments containing 15% paromomycin and 10% urea, a local thermal therapy at temperatures of 40-42 ° C, and systemic agents [pentavalent antimonial drugs and antibiotics such as sodium stibogluconate and meglumine antimoniate, pentamidine, paromomycin, miltefosine]) [1, 6, 9] . In cases caused by L. mexicana, there is a good response with itraconazole 200-400 mg per day for 1-2 months [10] .
We treated our patient with intralesional meglumine antimoniate on 3 occasions and oral itraconazole 200 mg for 2 months with an excellent response, since the lesions were completely healed. This is the second case described in the literature of CL of the scalp and the first one describing trichoscopic findings.
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